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Office of Health Care Assurance 

 

State Licensing Section  

 

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION 

 
 

Facility’s Name: Valley 

 

 

 

CHAPTER 89 

Address: 

245 Valley Avenue, Wahiawa, Hawaii 96786 

 

 

Inspection Date: November 7, 2019 Annual 

 

 

 

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF 

CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED. 

 

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT 

RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED 

ONLINE, WITHOUT YOUR RESPONSE.   
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-89-9  General staff health requirements.  (a)(1)   

All individuals living in the facility including those who 

provide services directly to residents shall have 

documented evidence that they have had examination by a 

physician prior to their first contact with the residents of 

the home and thereafter as frequently as the department 

deems necessary.  The examination shall be specifically 

oriented to rule out communicable disease and shall include 

tests for tuberculosis. 

    

If an initial tuberculin skin test is negative, a second 

tuberculin skin test shall be done after one week, but no  

later than three weeks after the first test.  The results of the 

second test shall be considered the baseline test and shall 

be used to determine appropriate treatment follow-up.  If 

the second test is negative, it shall be repeated once yearly 

thereafter unless it becomes positive.  

 

FINDINGS 

SCG #1 – No current annual TB clearance. The form was 

filled by the physician on 6/20/19. However, the 

determination of the TB clearance was not made.   

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-89-9  General staff health requirements.  (a)(1)   

All individuals living in the facility including those who 

provide services directly to residents shall have documented 

evidence that they have had examination by a physician 

prior to their first contact with the residents of the home and 

thereafter as frequently as the department deems necessary.  

The examination shall be specifically oriented to rule out 

communicable disease and shall include tests for 

tuberculosis. 

    

If an initial tuberculin skin test is negative, a second 

tuberculin skin test shall be done after one week, but no  

later than three weeks after the first test.  The results of the 

second test shall be considered the baseline test and shall be 

used to determine appropriate treatment follow-up.  If the 

second test is negative, it shall be repeated once yearly 

thereafter unless it becomes positive.  

 

FINDINGS 

SCG #1 – No current annual TB clearance. The form was 

filled by the physician on 6/20/19. However, the 

determination of the TB clearance was not made.   

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-89-18  Records and reports.  (e)(5) 

General rules regarding records: 

 

All records shall be complete and current and readily  

available for review by the department or any responsible  

placement agency. 

 

FINDINGS 

Resident #1 – Medication list in the emergency information 

sheet was not up to date.  

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-89-18  Records and reports.  (e)(5) 

General rules regarding records: 

 

All records shall be complete and current and readily  

available for review by the department or any responsible  

placement agency. 

 

FINDINGS 

Resident #1 – Medication list in the emergency information 

sheet was not up to date. 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-89-19  Nutrition. (l) 

Special diets shall be provided for residents when ordered 

by a physician.  Caregivers who have not received special 

diet training may not accept residents requiring special diets 

until trained by a qualified dietician or nutritionist. 

 

FINDINGS 

Resident #1 – No evidence that special diet was provided as 

ordered by the physician on 7/11/19, 4/23/19, 1/19/19. No 

special diet menu available for “Regular, no added salt.”  

Resident is currently on regular diet ordered by the 

physician on 10/17/19. 

PART 1 

 

 

 

 

 

 

 

 

 

 

Correcting the deficiency 

after-the-fact is not 

practical/appropriate.  For 

this deficiency, only a future 

plan is required. 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-89-19  Nutrition. (l) 

Special diets shall be provided for residents when ordered 

by a physician.  Caregivers who have not received special 

diet training may not accept residents requiring special diets 

until trained by a qualified dietician or nutritionist. 

 

FINDINGS 

Resident #1 – No evidence that special diet was provided as 

ordered by the physician on 7/11/19, 4/23/19, 1/19/19. No 

special diet menu available for “Regular, no added salt.”  

Resident is currently on regular diet ordered by the 

physician on 10/17/19. 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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                                                                    Licensee’s/Administrator’s Signature: _________________________________________  

 

            Print Name: __________________________________________ 

  

 Date: __________________________________________ 

 

 


